and first-degree heart block may be found. [3, 4] Not usually associated with SCD, CHB in our patient is perhaps an additional finding.
Splenectomy is recommended in children older than 2 years or after one major or two minor episodes of splenic sequestration crises. [3, 4] When done laparoscopically, the duration of surgery increases, but hospital stay is decreased. [3] Any major surgery is associated with 7% mortality. Preoperatively, the history of episodes of painful crises must be sought. [4] Pre-operative examination should be thorough as SCD involves multiple organ systems. Neurological evaluation rules out the previous cerebrovascular accident as ischaemic infarcts are common in anaemic children. [3] Kidneys may get involved during advanced disease. Presence of rib infarcts can lead to hypoventilation. Perioperative cardiopulmonary manifestations such as acute chest syndrome usually remain undetected in young children. [3, 4] As dehydration precipitates RBC sickling and occlusion of microvasculature at a level of precapillary sphincters, perioperative hydration must be ensured. [3, 4] There is a controversy regarding blood transfusion, benefit being dilution of haemoglobin S and disadvantage being triggering of sickling. [3, 4] Other factors leading to sickling crises are vascular stasis, hypoxia, metabolic acidosis, hypothermia and presence of infection. [3] Previous case reports have emphasised the importance of preventing sickling crisis perioperatively. [5] To conclude, perioperative anaesthetic management of children suffering from SCD and CHB needs meticulous pre-operative and intra-operative management and post-operative vigilance for preventing sickle-cell crisis and associated complications. Use of Airtraq ® optical laryngoscope for the intubation in Pierre Robin sequence in a teenage child
We report a case of a 14-year-old girl with Pierre Robin sequence (PRS) with micrognathia, glossoptosis and high-arched palate for the dental treatment at our hospital. She was a case of isolated PRS without any other associated anomalies or syndromes. She weighed 30 kg and was having mild mental retardation. Her mouth opening was more than 2. assessment as well as laboratory reports were normal. She was not co-operating for dental treatment under local anaesthesia. The duration of the procedure was close to 1 h requiring general anaesthesia with oral intubation.
Equipment for direct laryngoscopy, size 2, 3 and 4 of Airtraq ® optical laryngoscope and ultra-thin flexible fibreoptic bronchoscope (2.0 mm size) were kept ready. Intravenous line was secured in the ward and no sedation was administered.
Inside the operation theatre, she was administered glycopyrrolate 0.2 mg plus midazolam 1 mg. As she became agitated, 30 mg propofol was given to induce sleep. Standard monitoring (electrocardiogram, non-invasive blood pressure, SpO 2 , respiration rate and EtCO 2 ) was applied, and she was induced with sevoflurane with 100% oxygen. After achieving adequate depth of anaesthesia, mask ventilation was tried. Effective mask ventilation was verified by the presence of adequate chest rise and presence of end-tidal CO 2 trace. She was given succinylcholine (60 mg) to achieve relaxation for endotracheal intubation. Effective mask ventilation with oxygen (6 L) and sevoflurane 3% was continued for 60s after succinylcholine injection. Direct laryngoscopy was tried, which showed Cormack-Lehane Grade 3 laryngoscopy view. Mask ventilation was restarted and Airtraq ® laryngoscope size 3 with preloaded endotracheal tube size 5 with cuff was introduced [ Figure 2 ]. Vision under Airtraq ® optical laryngoscope was Cormack-Lehane Grade 1 and intubation was achieved successfully on the first attempt.
Intubation and/or ventilation can be difficult in children with PRS. [1] Various modalities of management can be used successfully depending on expertise and availability of equipment. [2] Though direct laryngoscopy can be successfully applied, flexible fibreoptic intubation can be a method of choice if direct laryngoscopy fails. [3] Alexander reported as high as 63% failure rate of direct laryngoscopy, requiring flexible fibreoptic intubation. [3] Though this was reported mainly in neonatal population, intubation can still be difficult in older children as patient characteristics, not the age, decide the difficulties. [4] Intubation with flexible fibreoptic bronchoscope under sedation is a difficult skill to acquire, especially in the paediatric population. It requires special paediatric flexible fibreoptic bronchoscope, which is not available in every anaesthesia department. Intubation of paediatric patients with adult fibreoptic bronchoscope requires special understanding and experience. Intubation of a paediatric patient with adult flexible fibreoptic bronchoscope has higher chances of failure.
With the development of video laryngoscopy, many intubations, earlier considered difficult, can be done successfully even in the paediatric population. [5] Airtraq ® is one of the very few video laryngoscopy devices available for the paediatric population. It is a disposable, cheap and easily available device. Airtraq ® is an optical video laryngoscope with indirect vision, removing the necessities of aligning various angles required for direct laryngoscopy which improves Cormack-Lehane view when compared with conventional laryngoscope as evident in our patient also. As force or traction on the upper jaw is needed, it helps in management of the patients having large lip and palate defects. Dedicated channel for endotracheal tube in Airtraq ® allows preloading of endotracheal tube which reduces the intubation time. Intubation time with Airtraq ® is almost comparable to direct laryngoscopy. This is especially valuable in paediatric population where de-saturation occurs earlier. With fibreoptic bronchoscope-guided intubation not accessible, Airtraq ® video laryngoscope can be an effective alternative in difficult airway cases such as PRS. Airtraq ® use has been reported in few cases of PRS. [6] Though it requires validation from randomised controlled studies, Airtraq ® laryngoscopy and intubation can be considered the first line of management in cases of PRS.
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